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Abstract 
 
Ptosis repair is a challenging oculoplastic surgical procedure that requires correct diagnosis, thoughtful planning, thorough 
understanding of eyelid anatomy, experience, and good surgical technique. Ptosis can causefunctional problem and cosmetic 
issue.Thisstudywasreport 2 cases of congenital myogenic ptosis which were treated with frontalis suspension surgery.Case 
report,a 11-year old and a 20-year old girl came to our clinic with chief complain drooping in the upper eyelid RE since 
their childhood. Patients also complained difficulty of reading. The degree of ptosis during the day was the same. No 
diplopia, dysphonia, dyspnea, and dysphagia. VA 20/20 in the both eyes. Ocular motility were normal. MRD1 0 mm, FP 5 
mm, no upper eyelid crease, LF 4 mm, no lagophthalmos, eyelid lag present, upper eyelid RE higher than LE in down gaze, 
and Bells phenomenon normal. Light reflex of pupil positive and diameter 3 mm in standard room illumination. Schimer 
test and TBUT were within normal. We diagnosed these patients with congenital myogenic ptosis RE and performed 
frontalis suspension surgery with autogenous tensor fascia lata.Postoperative, for first patient we got MRD1 2 mm and FP 7 
mm. For second patient we got MRD14 mm and FP 9 mm. Patients had no complain drooping in the upper eyelid RE and 
difficulty of reading anymore.Frontalis suspension surgery is a way to treat patient with congenital myogenic ptosis who 
have poor levator function. 
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1. Introduction  
 
Ptosis describe drooping or inferodisplacement 
of the upper eyelid. Ptosis is a common cause of 
reversible peripheral visual loss. Two 
classification systems are used to describe upper 
eyelid ptosis. It may be categorized by onset: 
congenital or acquired. Congenital ptosis is the 
most common form of ptosis that patients 
usually presents for treatment in worldwide. 
Ptosis may be classified by the cause: myogenic, 
aponeurotic, neurogenic, mechanical, or 
traumatic. The most common type of congenital 
ptosis results from a poorly developed levator 
muscle (myogenic cause).
1,2,3,4
 
Ptosis can causefunctional problem and 
cosmetic issue.Many patients with ptosis 
complain of difficulty with reading because the 
ptosis worsens in downgaze. Ptosis that causes 
significant superior visual field loss or difficulty 
with reading is considered to be a functional 
problem, and correction of this defect often 
improves a patient's ability to perform the 
activities of daily living. In many instances, 
ptosis is considered to be a cosmetic issue, 
causing a tired or sleepy appearance in the 
absence of a visual function deficit.
1
 
Ptosis repair is a challenging oculoplastic 
surgical procedure that requires correct 
diagnosis, thoughtful planning, thorough 
understanding of eyelid anatomy, experience, 
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and good surgical technique. Levator function is 
the most important eyelid measurement in terms 
of surgical planning. Frontalis suspension 
surgery performedwhen levator function is poor 
or absent. When levator function is poor, the 
surgeon shouldconsider utilizing the accessory 
elevators of the eyelid. Autogenous fascia lata 
graft is the gold standard for use in frontalis 
suspension surgery.
1,2,4,5,6, 
 
2. Methods  
 
Thiscase report was conducted on 2 patients 
whocame to Mohammad Hoesin Hospital 
Palembang at 2014. A 11-year old and a 20-year 
old girl complained drooping in the upper eyelid 
RE since their childhood. Patients also 
complained difficulty of reading. The degree of 
ptosis during the day was the same. No diplopia, 
dysphonia, dyspnea, and dysphagia. 
Ophthalmology examination were visual 
acuity (VA), ocular motility, margin reflex 
distance 1 (MRD1), fissure palpebral (FP), upper 
eyelid crease, levator function (LF), the 
presence of lagophthalmus, the presence of 
eyelid lag, Bells phenomenon, and the 
examination of light reflex of pupil. Ancillary 
tests were tear film evaluation which were 
Schimer test and tear break-up time (TBUT). 
VA 20/20 in the right and left eyes in 
both patients. Ocular motility were normal. In 
the right eye in both patients MRD10 mm, FP 
5mm, no upper eyelid crease, LF 4 mm, no 
lagophthalmos, eyelid lag present, upper eyelid 
RE higher than LE in down gaze, and Bells 
phenomenon normal. Light reflex of pupil 
positive and diameter 3 mm in standard room 
illumination. Schimer test and TBUT were 
within normal. For first patient, MRD1 in the left 
eye was 3 mm and for second patient, MRD1 
was 5 mm. We diagnosed these patients with 
congenital myogenic ptosis RE and performed 
frontalis suspension surgery with autogenous 
tensor fascia lata. 
The postoperative results were 
considered as good if MRD1 was 4.0±0.5 mm 
(3.5-4.5 mm) and symmetry ≤1 mm; fair if 
MRD1 was 2.5±0.5 mm (2-3 mm) and symmetry 
1.5 to 2.0 mm; and poor if MRD1 was <2 mm 
and symmetry <2 mm.
4
 
 
3. Result  
 
Frontalis suspension surgery with autogenous 
tensor fascia lata was performed in 2 patients 
with congenital myogenic ptosis RE. After 
performed frontalis suspension surgery, for first 
patient we got MRD1 2 mm and FP 7 mm 
(Fig.1). For second patient we got MRD1 4 mm 
and FP 9 mm (Fig.2). Postoperative result was 
fair for first patient and good for second patient. 
Patients had no complain drooping in the 
upper eyelid RE and difficulty of reading 
anymore. After performed frontalis suspension 
surgery, patients hadlagophthalmos. But 
throughout follow up period of 6 months, 
lagophthalmos were resolved for both patients. 
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4, Discussion  
 
The results of this study demonstrate that 
frontalis suspension surgery was succeed for 
treating patients with congenital myogenic 
ptosis. Satisfactory surgical results were 
achieved 100% to both cases. Frontalis 
suspension surgery are the preferred repair 
procedures if levator function is poor or 
absent.
1,2,4,5,6,7
 
In this study, frontalis suspension surgery 
were done only in one eyes of each patients for 
unilateral ptosis. There is some controversy 
about whether bilateral frontalis suspension 
should be performed in patients with unilateral 
ptosis. Unilateral frontalis suspension surgery 
results in asymmetry in down gaze because of 
upper eyelid lag induced by the sling; in 
addition, there is less stimulus to elevate 1 brow. 
A bilateral procedure may improve the patient's 
symmetry, especially in downgaze, but it 
subjects the normal eyelid to surgical risks. The 
decision to modify a normal eyelid in an attempt 
to gain symmetry must be discussed by the 
surgeon and patient.
1
 
Lagophtalmos following ptosis repair is 
most common in patients with decreased levator 
function. But this condition is usually 
temporary. After performed frontalis suspension 
surgery, patients hadlagophthalmos. 
Lagophthalmoswas treated with lubricating 
ointment. But throughout follow up period of 6 
months, lagophthalmos were resolved for both 
patients.
1
 
The gold standard for use in frontalis 
suspension surgery is autogenous fascia lata 
graft.Previous study showed that the highest 
success rates were achieved by using 
autogenous fascia lata in frontalis suspension 
surgey. Autogenous fascia lata graft has shown 
the best long-term results but requires harvesting 
and additional surgery.Banked fascia lata may 
be obtained from a variety of sources. Various 
synthetic materials have been developed as an 
alternative for frontalis surgery. Wasserman BN, 
Sprunger DT, and Helveston EM compared 
various materials used in frontalis suspension 
surgery for incidence of infection and/or 
granuloma formation and incidence of recurrent 
ptosis. Of the materials compared in that study, 
autogenous fascia lata may be the material of 
choice for frontalis suspension surgery in 
congenital ptosis. 
1,4,7,8,9
 
Synthetic materials such as silicone rods are 
commonly used. Silicone rod may improve 
eyelid elasticity, has little tissue reaction and 
allow easier adjustment or removal if necessary. 
Rizvi SA, Gupta Y, and Yousuf S evaluated the 
safety and efficacy of silicone rod in frontalis 
suspension surgery for severe congenital ptosis. 
Frontalis suspension surgery using silicone rod 
was performed to 46 patients with severe 
congenital ptosis. The results were that its 
procedure is a safe and effective surgery, with 
few complications and easy removal and 
adjustment. Silicon rod can be an alternative 
beside the use of autogenous fascia lata graft 
because fascia lata is difficult to harvest, 
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insufficient amounts to obtain, and can make 
post operativescarring at donor site.
1,4
 
Autogenous fascia lata was not suitable 
for younger patients because it was difficult to 
harvest from patients under 3 years of age. Woo 
KI, Kim YD, Kim YH reported satisfactory 
surgical results were achieved in 78.0% of 82 
patients with severe congenital ptosis who 
underwent frontalis suspension using preserved 
fascia lata. For patients younger than 2 years of 
age, preserved fascia lata may be an appropriate 
substitute for autogenous fascia lata in frontalis 
suspension surgery.
1,8
 
 
4. Conclusion  
 
Frontalis Suspension surgery is a way to treat 
patient with congenital myogenic ptosis who 
have poor levator function.In this study, using 
autogenous fascia lata show good results in 
frontalis suspension surgery.  Preserved fascia 
lata and synthetic materials in frontalis 
suspension surgery can be tried to know the 
effectiveness and outcome for treating 
congenital ptosis with poor levator function. 
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